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SPECIAL OLYMPICS REPORT

MONDAY, MARCH 5, 2001

U.S. SENATE,
SUBCOMMITTEE ON LABOR, HEALTH AND HUMAN
SERVICES, AND EDUCATION, AND RELATED AGENCIES,
COMMITTEE ON APPROPRIATIONS,
Anchorage, AK.

The subcommittee met at 10:05 a.m., in Sheraton Anchorage
Hotel, Anchorage, AK, Hon. Ted Stevens presiding.
Present: Senator Stevens.

OPENING STATEMENT OF SENATOR TED STEVENS

Senator STEVENS. Thank you all very much. I noticed the bul-
letin board as we came in said the downhill is canceled for bad
weather. Welcome to all the skiers.

Today our Committee on Appropriations is convening this special
field hearing of the Subcommittee on Labor and Human Services
and Education to receive from the Special Olympics the report on
the health status and needs of persons with mental retardation. I
have here with me Bettilou Taylor, who is the chief clerk of that
subcommittee. The chairman is Senator Arlen Specter, and I am
conducting the hearing today for him.

I understand that many of you have important information to
present to us today. Before you do, I want to express my apprecia-
tion to the Special Olympics for holding the 2001 Special Olympics
World Winter Games here in Anchorage. That was a marvelous be-
ginning last night, and I want to thank my son Ben, the president
and CEO of the 2001 Special Olympics, the World Winter Games
Organizing Committee, Patty McGuire, who is the president and
the board of the Special Olympics World Winter Games here in An-
chorage. It has been a long trail to this time, and everything is
coming together in a marvelous way.

We are here today to receive the report and hear from some wit-
nesses who will help us understand the special health needs of per-
sons with mental retardation. It is worth noting the remarkable
history behind this organization. The Special Olympics began in
1968, when Eunice Kennedy Shriver organized the First Inter-
national Special Olympics, held at Soldiers Field in Chicago.

You might say that the flame that lights the Special Olympics
was sparked by Ms. Shriver at that time, in her deeply held convic-
tion that individuals with mental retardation are far more capable
in sports and physical activities than experts were willing to recog-
nize then. We are honored to have with us today Eunice and Sar-
gent Shriver. Thank you very much for being here.
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I might say, as some of you know, I was on the other end of that
situation. I was raised by my aunt and uncle, who had a daughter
with mental retardation, and I saw then how people with those
conditions were treated in the days of the thirties and forties. It
is a wonderful change that has been brought about today. All of us
who have family members, Ms. Shriver, thank you very much for
all you have done to bring attention to this condition.

Fueled by her vision, the Special Olympics has grown into an
international program of year-round sports training and athletic
competition for 1 million children and adults with mental retarda-
tion. Special Olympics programs now exist in 160 nations. New pro-
grams are continuing to be developed around the world.

The only thing more remarkable than the Special Olympics itself
are the people who participate in it. The pride and dedication of
these athletes that they show lifts our hearts, and more than that,
these athletes are a source of strength for all of us, because they
confirm what we all want to believe, that the human spirit can
overcome any diversity and that really is what I think Special
Olympics is all about.

The report that we are going to receive emphasizes the urgent
need to identify scientific knowledge, and develop programs to im-
prove the quality and length of life for persons with mental retar-
dation, most notably, Special Olympic athletes.

In 1999, when the Special Olympics commissioned this report, in-
formation on the health conditions of people with mental retarda-
tion simply did not exist. The report clearly identifies the problems,
and makes recommendations to address the health needs of 170
million persons with mental retardation worldwide, and I applaud
again the Special Olympics for commissioning this report, but then,
I am not surprised that they would have taken on such a task. The
Special Olympics has never been afraid to take on great challenges.

We have distinguished witnesses today and we will begin with
Timothy Shriver and Cindy Bentley. Let me lay down some guide-
lines, if I may, for this testimony. We normally establish a 5-
minute time limit for witnesses, I would hope if you would help us
by confining your comments as much as possible. There is a light
system here that we sort of follow. It depends on the cir-
cumstances, but it will go on when your limit has been reached,
and because of the time, and what we have scheduled immediately
after this hearing, we will have to end the precedings precisely at
12 noon. I hope that you will keep in mind the people that will be
testifying after you.

INTRODUCTION OF DR. SHRIVER AND MS. BENTLEY

Let me introduce Dr. Timothy Shriver, who you all heard last
evening. He is president and chief executive officer of the Special
Olympics, Inc. He served as president of the 1995 Special Olympics
World Games Organizing Committee. Prior to joining the Special
Olympics, Dr. Shriver launched and was supervisor of the New
Haven, Connecticut, Public Schools Social Development Project. Dr.
Shriver earned his undergraduate degree at Yale, a master’s degree
from Catholic University, and holds a doctorate in education from
the University of Connecticut.
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Cindy Bentley is a Special Olympics athlete from Wisconsin, and
member of the Sargent Shriver Global Messengers Class of 2000—
2001. Ms. Bentley attended her first Special Olympics Inter-
national Games in 1968 in Chicago, and has competed in both the
1995 and 1999 World Summer Games. She won medals in basket-
ball, track, speed skating, volley ball, and tennis.

I would like to proceed with your testimony now. I understand
we do have a scheduled list of witnesses. If anyone really feels that
thef}‘;_ should be heard, please contact Bettilou or a member of our
staff.

Thank you very much. Tim.

Dr. SHRIVER. I think Cindy is going to start.

Senator STEVENS. Okay, Cindy.

STATEMENT OF CINDY BENTLEY, SPECIAL OLYMPICS ATHLETE, WIS-
CONSIN, USA

ACCOMPANIED BY THE SARGENT SHRIVER GLOBAL MESSENGERS
CLASS OF 2000-2001:
GORAN BABIC, BOSNIA AND HERZEGOVINA
TROY FORD-KING, ONTARIO, CANADA
KEALOHA LAEMOA, HAWAII, USA
HERY MORETTI, RHODE ISLAND, USA
MOHAMMAD NASSAR, JORDAN
MIGUEL QUIROZ, VENEZUELA
JIA SIRUI, CHINA
VICTOR STEWART, TEXAS, USA
THEO TEBELE, BOTSWANA
CONSTANTINOS TRIANTAFYLOU, HELLAS, GREECE
KATY WILSON, GEORGIA, USA

Ms. BENTLEY. Good morning.

Senator STEVENS. Just pull the mike closer to you, Cindy.

Ms. BENTLEY. Good morning. My name is Cindy Bentley. Mr.
Chairman, I am grateful that you are holding these hearings about
the health care needs for persons with mental retardation. I am a
Special Olympics athlete from Wisconsin. I have won medals in
basketball, track, speed skating, volley ball, and tennis. I am Gov-
ernor Thomson’s appointee to the Wisconsin Council on Develop-
ment Disabilities. Now that Governor Thompson is the Secretary of
Health and Human Services, I hope he will still listen to me, espe-
cially on health care.

Mr. Chairman, I am especially proud to be a Special Olympic
Global Messenger. Every 2 years a new class of 12 Special Olym-
pics Global Messengers is selected from hundreds of nominees sub-
mitted by Special Olympics programs from around the world. These
12 Global Messengers represent the international organization by
attending major events around the world, and by serving as
spokespersons for Special Olympics, educating people everywhere
about the mission of Special Olympics.

You may remember me as one of the Global Messengers who at-
tended the Torch Lighting ceremony in Greece. I was so happy that
you honored the 2001 World Games by participating in that cere-
mony at the birthplace of the Olympics.
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PREPARED STATEMENT

I am joined here today by all of the current Special Olympics
Global Messengers. Together, we are honored to present you and
the committee with this report, entitled, “The Health Status and
Needs of Individuals with Mental Retardation.”

Thanks again for holding this hearing.

[The statement follows:]

PREPARED STATEMENT OF CINDY BENTLEY

Good morning. My name is Cindy Bentley. Mr. Chairman, I am grateful that you
gre holding this hearing about the health care needs of persons with mental retar-

ation.

I am a Special Olympics athlete from Wisconsin. I have won medals in basketball,
track, speed skating, volleyball, and tennis. I am Governor Thompson’s appointee
to the Wisconsin Council on Developmental Disabilities. Now that Governor Thomp-
son is the Secretary of Health and Human Services, I hope he will still listen to
me, especially about health care.

Mr. Chairman, I am especially proud to be a Special Olympics Global Messenger.
Every two years, a new class of 12 Special Olympics Global Messengers is selected
from hundreds of nominations submitted by Special Olympics Programs around the
world. These twelve Global Messengers represent the international organization by
attending major events around the world and by serving as spokespersons for Spe-
cial Olympics, educating people everywhere about the mission of Special Olympics.
You may remember me as the one of the Global Messengers who attended the Torch
Lighting in Greece. I was so happy that you honored the 2001 World Games by par-
ticipating in the ceremony at the birthplace of the Olympics.

I am joined here today by the all of the current Special Olympics Global Mes-
sengers. Together, we are honored to present you and the Committee with this re-
port, entitled The Health Status and Needs of Individuals with Mental Retardation.

Thanks again for holding this hearing.

WHAT IS SPECIAL OLYMPICS?

Special Olympics is an international program of year-round sports training and
athletic competition for more than one million children and adults with mental re-
tardation.

The Special Olympics oath is: Let me win. But if I cannot win, let me be brave
in the attempt.

Our leaders are: Eunice Kennedy Shriver, Founder and Honorary Chairman; Sar-
gent Shriver, Chairman of the Board; and Timothy P. Shriver, Ph.D., President and
CEO.

Our mission is to provide year-round sports training and athletic competition in
a variety of Olympic-type sports for children and adults with mental retardation by
giving them continuing opportunities to develop physical fitness, demonstrate cour-
age, experience joy, and participate in a sharing of gifts, skills, and friendship with
their families, other Special Olympics athletes and the community.

Our goal is for all persons with mental retardation to have the chance to become
useful and productive citizens who are accepted and respected in their communities.

The benefits of participation in Special Olympics for people with mental retarda-
tion include improved physical fitness and motor skills, greater self-confidence, a
more positive self-image, friendships, and increased family support. Special Olym-
pics athletes carry these benefits with them into their daily lives at home, in the
classroom, on the job, and in the community. Families who participate become
stronger as they learn a greater appreciation of their athlete’s talents. Community
volunteers find out what good friends the athletes can be. And everyone learns more
about the capabilities of people with mental retardation.

The Spirit of Special Olympics—skill, courage, sharing, and joy—transcends
boundaries of geography, nationality, political philosophy, gender, age, race, or reli-

gion.

Special Olympics began in 1968 when Eunice Kennedy Shriver organized the
First International Special Olympics Games at Soldier Field, Chicago, Illinois, USA.
The concept was born in the early 1960s when Mrs. Shriver started a day camp for
people with mental retardation. She saw that individuals with mental retardation
were far more capable in sports and physical activities than many experts thought.
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Since 1968, millions of children and adults with mental retardation have partici-
pated in Special Olympics.

Around the world there are accredited Special Olympics Programs in more than
160 countries. Special Olympics Programs are continually being developed around
the world.

In the United States Special Olympics Programs are established in all 50 states,
the District of Columbia, Guam, the Virgin Islands, and American Samoa. About
25,000 communities in the United States have Special Olympics Programs.

To be eligible to participate in Special Olympics, an athlete must be at least eight
years old and identified by an agency or professional as having one of the following
conditions: mental retardation, cognitive delays as measured by formal assessment,
or significant learning or vocational problems due to cognitive delay that require,
or have required, specially-designed instruction.

The Special Olympics Unified Sports™ program brings together athletes with
and without mental retardation of similar age and ability to train and compete on
the same teams. Founded in 1987, Special Olympics Unified Sports fosters the inte-
gration of persons with mental retardation into school and community sports pro-

ams.

Special Olympics provides year-round training and competition in 25 official
sports. Special Olympics has developed and tested training programs that are out-
lined in a Sports Skills Guide for each sport. More than 140,000 qualified coaches
train Special Olympics athletes.

By assigning athletes to divisions determined by their ages and ability levels, Spe-
cial Olympics gives every athlete a reasonable chance to win. Athletes from all divi-
sions may advance to State, National, and World Games.

For athletes with profound disabilities Special Olympics created its Motor Activi-
ties Training Program (MATP), developed by physical educators, physical therapists,
and recreation therapists. MATP emphasizes training and participation rather than
competition. MATP is part of the Special Olympics commitment to offer sports train-
ing to all individuals with mental retardation.

Special Olympics competitions are patterned after the Olympic Games. More than
20,000 Games, meets, and tournaments in both summer and winter sports are held
worldwide each year. World Games for selected representatives of all Programs are
held every two years, alternating between summer and winter.

More than 100,000 volunteers organize and run local Special Olympics programs,
serving as coaches, Games officials, drivers, and in many other capacities. Anyone
can learn how to participate through the many training programs Special Olympics
offers for coaches, officials, and volunteers.

Headquartered in Washington, D.C., Special Olympics guides local, area, state,
and national programs around the world. A volunteer board of directors determines
international policies and is comprised of business and sport leaders, professional
athletes, educators, and experts in mental retardation from around the world.

Giving cooperation and support to Special Olympics are the national governing
bodies and/or international sports federations of each sport played in Special Olym-
pics. Major sports organizations and a host of world leaders also support Special
Olympics and its goals.

Special Olympics is the only organization authorized by the International Olympic
Committee to use “Olympics” worldwide.

For more information about your Special Olympics Program, call 202-628-3630,
or visit the Special Olympics website at www.specialolympics.org or AOL keyword:
Special Olympics.

Senator STEVENS. Thank you very much, Cindy, and we will take
that back to the committee, and it will be printed in our hearing

today.
Ms. BENTLEY. Thank you so much, Mr. Chairman.

STATEMENT OF TIMOTHY SHRIVER, Ph.D., PRESIDENT AND CEO, SPE-
CIAL OLYMPICS, INC.

Dr. SHRIVER. Mr. Chairman, Cindy Bentley, Global Messengers,
Surgeon General Satcher, members of the Board of Special Olym-
pics, distinguished guests and athletes, Mr. Chairman, let me begin
by repeating what Cindy Bentley has just said, which is, we are
enormously grateful to you for convening this hearing, for your
leadership of these Games, for coming all the way to Athens with
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your colleagues from the U.S. Senate to celebrate the lighting of
the Flame of Hope.

It is our understanding that this is the first hearing ever con-
vened by a committee of the U.S. Senate exclusively devoted to
health issues confronting people with mental disability, and never
before in the history of the Republic has a Senate hearing been
convened under any circumstances with the exclusive mission of fo-
cusing on the needs of this population, a population that is, as we
all know, so deserving of an opportunity. This would not have hap-
pened, of course, without your leadership, so on this historic occa-
sion, from all of us at Special Olympics, let me again thank you.

The report you have just received, Mr. Chairman, has a long his-
tory and many stories associated with it. For me personally, it
began at the 1995 Special Olympics World Games. At those Games,
I was a part of the staff and volunteers who helped to create a
global celebration, just as we are holding here this week. At those
Games, we created this first health clinic, eye clinic, oral health
clinic, and it was located in the middle of our Olympic Village. I
visited the clinics in the early days to talk to the doctors and oth-
ers. Everybody was having a good time.

When the week ended, we received the data that had been col-
lected as several thousand athletes from those world Games had
been screened by medical volunteers, led by Dr. Steve Perlman and
Dr. Paul Berman, and what we found was stunning. The data is
contained in this report, Mr. Chairman, but I would like to high-
light a few findings: almost 30 percent of the athletes screened in
those clinics had visual problems or could not see, despite having
been treated previoulsy by a doctor. Almost 20 percent were in se-
vere pain.

These are athletes that had been screened by doctors, had been
prepared to come to the Games, yet notwithstanding that they
were walking around with acute pain so severe that it was inter-
fering with their daily lives. Almost 15 percent of the athletes
screened on this occasion had to be referred immediately to the
emergency room for care of serious health conditions either related
to their oral health care or to their eyes.

What we found as we started to analyze this data, Mr. Chair-
man, were at least three critical problems. One, the health care
professionals that had been trained by medical institutions had
chronic gaps in their training, with respect to treating people with
mental retardation. We saw severe training issues in the way in
Whicdh doctors and other health care professionals were being edu-
cated.

We saw medical coverage issues. Many of these athletes had
medical insurance of one form or another, but it was not covering
their dental care or other specialized medical conditions. So many
of our athletes, even in wealthy communities, did not have access
to anywhere near resembling adequate care.

But perhaps more serious than either of those two problems was
the fact that we uncovered what can only be described as discrimi-
nation. We found, in summary, that the health care system in the
United States and to a large extent, as well as we could under-
stand it, the health care systems around the world, were practicing
active discrimination against people with mental disabilities for no
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other reason than because they had a disability that made the
health care professional uncomfortable.

This was brought home to me as I tried to struggle with this
issue not as a doctor, but as a volunteer in Special Olympics, and
then as a staff member, by Dr. Paul Berman. He took me aside and
said: “you know, Tim, it is like this: Many of these athletes do see
a doctor, but they get what we call a quick and dirty.

“That means, after they are brought in, we take the allotted
time, we fit them with a pair of glasses or provide some other med-
ical solution. We do not really care because they will not drive a
car, they will not operate heavy machinery, they do not fill out
legal challenges, and they do not complain, so the doctors are con-
tent to give them a quick and dirty. I am not proud of my profes-
sion, Tim, but that is the way it is.”

That trajectory of information, Mr. Chairman, led us to create
this report that we presented to you today. Special Olympics, as
you know, has spent 30 years promoting the health condition of
people with mental retardation in positive ways through sports
training and competition. But I have come to the conclusion that
we cannot win the battle for improved health care for people with
mental retardation if doctors and the medical profession are the
enemy. We cannot provide sports training, we cannot provide com-
petitive opportunities, we cannot promote social and political ac-
ceptance if the medical profession is fighting against us, and I am
sorry to say, Mr. Chairman, that this report indicates that it is.

What is next? Very simply, we could commit to serving over
100,000 athletes in our health care clinics annually. We could im-
prove the health status of people with mental retardation by in-
creasing our knowledge about their health conditions. Surgeon
General Satcher is here today, and we are going to ask him for-
mally to help us with data-collection. If there is one conclusion of
this report, it is that the health data does not exist for people with
mental retardation because no one has taken the time to gather it,
because no one has cared.

We need data. We need to change the reimbursement laws in
this country so that people in this country, in the wealthiest coun-
try in the world, can at least have access to adequate care. We
need to create, or be creative about new ways to improve health
care for people with mental retardation. IEPs have been required
for people with mental disability in this country in the education
system. Why not include a health status component to the IEP so
that school-aged children have at least some access to quality
health care?

Mr. Chairman, I know my time is limited. We are here on behalf
of a population that has no high-paid lobbyists in Washington, that
has no well-heeled perks to offer to the Members of Congress or the
U.S. Senate, or to other senior policy leaders. We are here on be-
half of the humblest people on the planet, and probably the popu-
lation with the least amount of political influence of any, and yet
I hope that we will all commit here today to improve their access
to quality health care.
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PREPARED STATEMENT

As we come together in celebration at these World Games, we see
athletes like Laura Zimmerman who is here today with 16 mem-
bers of her family, to watch her and take family pride in her down-
hill skiing. Why is that happening? Why is Laura getting such a
warm welcome? Why is she excelling at sports? For one simple rea-
son, Laura was given a chance. If there is one message, Mr. Chair-
man, it is that we need your voice, and we need the voice of your
colleagues, to make it possible for people with mental disability to
have a reasonable chance at a healthy life.

Thank you, Mr. Chairman.

[The statement follows:]

PREPARED STATEMENT OF TIMOTHY SHRIVER

Mr. Chairman, distinguished guests, Special Olympics athletes and families, let
me begin be saying how proud and honored all of us in Special Olympics are to be
a part of this historic hearing. To my knowledge, never before has the Appropria-
tions Committee of the United States Senate convened a hearing on issues related
to people with mental retardation—in fact, I understand that this is the first hear-
ing held by any Senate Committee completely dedicated to the needs of people with
mental retardation. And for all of us in Special Olympics, this moment represents
a first as well. Until today, we have never been offered the chance to speak directly
to the leadership of the United States Senate about the hopes and needs and abili-
ties of our athletes.

Senator Stevens, thank you. Thank you for your presence here today, for your
presence at our Torch Lighting Ceremony in Athens two weeks ago, for your Hon-
orary Chairmanship of these Games and for your willingness to lead on behalf of
our athletes.

Mr. Chairman, six years ago, the Special Olympics World Summer Games were
held in my home state of Connecticut. I had the honor or working as part of a state-
wide team of over 40,000 volunteers and staff members to host the event. At those
Games, all the traditional elements of Special Olympics were present: the pomp and
ceremony, the cultures of the world on display in breathtaking traditional costumes
and rituals, festivities and celebrations, inspiring competition, and moments of
transformative family joy.

Those Games were also the first time that Special Olympics hosted a Healthy
Athletes screening clinic to promote oral and vision health. Led by Drs. Steve Perl-
man and Paul Berman, teams of volunteer dentists and optometrists traveled from
throughout the country to New Haven to provide screening services and basic health
instruction to athletes. I toured the Healthy Athletes Center at the beginning of the
Games, and saw athletes receiving instruction in oral hygiene. I saw sophisticated
instruments measuring vision and talked with volunteers from the medical commu-
nity who were having a great time.

And then at the end of the week, I heard the results of what the medical profes-
sionals had seen and I was disgusted and shocked. Specifically, 85 percent of the
athletes screened had refractive errors in their vision; 28 percent suffered from
astigmatism, 25 percent had strabismus; 29 percent had general untreated visual
problems and 23 percent of Special Olympics screened athletes failed a test for vis-
ual acuity, which is simply the ability to see clearly. Further, 27 percent of the ath-
letes screened had not had an eye exam within three years.

On the oral health front, 68.1 percent of the athletes screened exhibited gingivitis
and one in three athletes had active untreated dental decay. More than 20 percent
reported pain in the oral cavity. Perhaps, most frightening, almost 15 percent of the
Special Olympics athletes who chanced into the Healthy Athletes clinic had to be
referred to the Emergency Room due to untreated acute pain or disease. In short,
World Games athletes who were otherwise thought to be fine had suffered from
such high levels of neglect that when exposed to a health professional, they were
found to be sick and in some cases VERY sick. I couldn’t believe it.

In the days that followed, I learned more as I tried to find out how these athletes
could be suffering so. Where were their doctors? Why had they not received atten-
tion? Who was negligent? What was going on? And as I struggled to understand
health insurance issues, medical training issues, epidemiology issues, pharma-
ceutical issues and more, I heard an explanation that I will always remember.
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Dr. Paul Berman took me aside and explained. “Tim, in most cases doctors don’t
want to treat these patients. They either don’t know how or they don’t see the
money. But even when they do, it’s not real care. It’'s a ‘quick and dirty.” Give a
quick look, give them some glasses and send them on their way. They’re not driving
or operating heavy machinery. They're not reading or doing legal work. What dif-
ference does it make whether or not they see clearly? Get them in and get them
out. That’s the attitude, Tim. I'm not proud of my profession, but that’s the way it
is.” “Quick and Dirty.” I'll never forget those words. In the best case scenario, many
people with mental retardation get a “quick and dirty.”

As T struggled to comprehend this reality, I began to understand that the health
care problems I was discovering were far bigger than Special Olympics but nonethe-
less part of the problem we were facing in promoting sports training and competi-
tion around the world. Quite simply, I realized that children and adults with mental
retardation simply could not become athletes if they were sick, especially if they
were sick because of neglect and indifference!

Over the last few years, Mr. Chairman, Special Olympics has focused new energy
on this issue because we believe that health is related integrally to sport. For years,
we have known about the great benefits of participation in Special Olympics: in-
creased skills, transformations in self-confidence and self-esteem, new family pride,
changes in community attitudes and more. In general, we are convinced that Special
Olympics helps athletes become healthier!

But we can’t win the struggle for equitable health care if the medical system is
fighting against us! We can’t win if the standard is “down and dirty.” Doctors and
health care professionals are enemies we shouldn’t have! In the year 2001, no Amer-
ican should be given a “down and dirty,” especially if the reason is blatant and un-
conscionable discrimination. That simply should not be.

The report we offer to you and to your colleagues on the Senate Appropriations
Committee, provides galling evidence in literature from around the world that what
we have seen in Special Olympics is no aberration. What it says is actually, a pain-
ful reminder of what we thought was a part of the past. We thought the days of
isolation and discrimination were over. We thought that all the changes in institu-
tions, in schools, in legal protections, and in housing had changed the situation for
people with mental retardation across the board. But now we come face to face with
the realization that the health care system has not been part of these changes in
anything resembling an acceptable way. In short, Mr. Chairman, the health care
system in this country is full of negligence, indifference and blatant discrimination.
And around the world, from what we can tell, the situation is not much better.

For example, our report states that in Western Europe and the United States, life
expectancy is 74 to 76.5 years. Yet, depending on the severity of their condition, peo-
ple with mental retardation have a life expectancy of only 53.5 to 66.1 years. The
report finds that 39 percent of psychiatrists would prefer not to treat patients who
have mental retardation. It finds that as few 30 percent of individuals with mental
retardation receive care from medical specialists despite the fact that a full 92 per-
cent had medical needs that required specialty care. This report finds studies on the
prevalence of mental retardation and other health conditions are scarce; that bar-
riers to care are numerous and that private and public reimbursement policies are
not only inadequate, but also discriminatory.

The key question, Mr. Chairman, is what is next? What can be done?

First, Special Olympic must and will expand our Healthy Athletes program. For
many athletes, the free screening clinics they attend at Special Olympics events is
the only medical attention they will receive in the course of a year. When we started
our work in the health field, we had no special plan for action. In 1995, we held
six oral health clinics, and just one focusing on visual health.

Today, thanks to funding from a range of corporate sponsors and thanks to a
strong partnership with The Lions Club Foundation, the Healthy Athletes program
has taken off. This year, we will host 100 clinics; we will screen and advise 26,800
athletes; we will train nearly 5,000 health care professionals. And we will build the
foundation to significantly expand all of these numbers in the years ahead.

One might ask if this is a serious effort and whether or not an organization like
Special Olympics can really make a difference in the health status of this popu-
lation. The answer depends on what one means when one says “health.”

If health means only the drugs and operating rooms and the emergency rooms,
then Special Olympics cannot contribute. But if health means knowledge about how
to take care of oneself, access to the skills and values of prevention, relationships
with health professionals that can guide decision making in day-to-day life, and re-
ferrals to more significant care when and if it is needed, then Mr. Chairman, Special
Olympics can and will be on the cutting edge.
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Our commitment is clear. We will continue to focus on sports training and com-
petition and it will remain our greatest contribution to enhancing the health of peo-
ple with mental retardation around the world. But we will also build a strong
Healthy Athletes program and we will do everything we can to demand the atten-
tion of health professionals and policy makers alike so that they end the pattern
of exclusion, indifference and failure.

But of course, we cannot do it alone, Mr. Chairman and today, I am asking for
your support. Please understand that I ask not for myself of even for the movement
that I represent. I ask on behalf of roughly seven million Americans and their fami-
lies who still today, have almost no voice in the public debates of our time. Mr.
Chairman, people with mental retardation have no well-heeled lobbyists in Wash-
ington; they offer no perks to decision-makers in the halls of power; their economic
influence is small; their political influence is almost non existent.

But as you know so well, Mr. Chairman, people with mental retardation in this
country have no less right to be treated fairly than anyone else!

If we could find the funds, Special Olympics could screen 175,000 U.S. athletes
every year for vision and oral health, hearing, dermatology and orthopedics. And
even this number is less than half of the number of athletes who compete at Special
Olympics events in the U.S. each year. We could teach these athletes about health
promotion, nutrition and wellness. We could improve the quality of life and perhaps
the life expectancy for 175,000 athletes. I think we should set a goal of doing just
that and that the U.S. Department of Health and Human Service should assist us
in this mission.

Second, all public and private programs, initiatives and reports that address the
health needs of the general public should explicitly examine the unique needs of
persons with mental retardation.

Third, specific health objectives for persons with mental retardation should be es-
tablished by the U.S. government, consistent with the overall goals of Healthy Peo-
ple 2010—namely, “to increase quality life years and to reduce the gaps in health
status.” Public schools are provided with a great opportunity to improve the health
of school-aged individuals with mental retardation. By law, public schools are re-
quired to provide an Individualized Education Program (IEP) for every child with
mental retardation. As part of each IEP, the health needs of children with mental
retardation should be assessed and appropriate services accessed.

Finally, the Inspector General of the U.S. Department of Health and Human
Services, as well as the Association of State Attorneys General, should evaluate
whether the provisions of publicly funded and private health programs are providing
equal or equitable protection to persons with disabilities, including those with men-
tal retardation.

Mr. Chairman, on behalf of the one million athletes we serve we look to you for
leadership. Your voice is one of the most powerful in all the Congress. Please speak
out on the health needs of people with mental retardation. Please fund all of the
programs that will help ameliorate the health deficits of this population. We must
demand training programs for doctors and other care providers, fund data collection
initiatives so that we can better understand prevalence and needs issues, and
please, please fund health prevention programs so that people with mental retarda-
tion are not dying 10—20 years earlier than the rest of the American population.

I urge everyone to leave this hearing room and visit the Special Olympics Healthy
Athlete Clinic at the Eagan Center. Watch an athlete smile as he sees his parents
and coach for the first time because he was given a pair of glasses with the right
prescription. I promise that you won’t see any “down and dirty” treatment at our
clinic.

In closing, let me remind policy makers around the world who may read this re-
port, that here in Alaska, we are celebrating the giftedness of people with mental
retardation. We will see their gifts as athletes, and we will see their gifts as human
beings. We will see down hill skiers, speed skaters, and floor hockey champions. We
will see the Zimmerman family—all 16 members of them—who have come here to
cheer for Laura Zimmerman who is their sister, daughter, niece, cousin and pride
and joy. All of this celebration happens because these athletes were given a chance
and when the chance came, oh how they seized the moment!

The lesson here is just that simple: give them a chance. All around the world, peo-
ple with mental retardation are denied the simplest chance to belong. And yet, they
bring gifts as unique as those of any human being. And all they ask is if someone
will give them a chance.

May we not leave here without dedicating ourselves to answering, YES!

Thank you.
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Senator STEVENS. Thank you very much, Dr. Shriver. I am sorry
to tell you that I must conform to the rules of the Senate being a
member of the Rules Committee, too. These rules forbid applause
at Senate hearings.

Dr. SHRIVER. Now that I am done, that is okay.

Senator STEVENS. I have not had a chance to read the report, of
course. What recommendations do you make? Do the people here
know what recommendations you have made in this report, beyond
what you have just summarized?

Dr. SHRIVER. The report spells out our recommendations with
some specificity. Mr. Chairman, I think there really are at least
three core recommendations. One is, that data collection has to be
improved. The Surgeon General’s Office, the Centers for Disease
Control, need to create dedicated attention to gathering informa-
tion about the health status and needs of this population. It is not
gathered now, and without data, as you know, it is very difficult
to make a case on how important it is for change in the health care
system.

Second, I am not an expert on medical care and medical insur-
ance, but the gaps in reimbursement, the gaps in insurance are un-
conscionable. The fact that we have adults in this population who
cannot, unless they save their welfare checks or title 19 reimburse-
ments, unless they save that money, cannot see a dentist, is to me
just shocking. I have mentioned this to several people and they
shrug their shoulders, senior policy leaders—it is too expensive, we
cannot get to it—so people are basically making up their minds to
deny this population access to care. That has just got to change.

I think, third, we have to look at the training issues. Too many
doctors, 79 percent—one of the pieces of data here, 79 percent of
psychiatrists claim that they have no training in the care of people
with mental disability. This is the mental health care profession.

Medical schools around the world need to change the curriculum,
and we need leadership from the Secretary of Health and Human
Services, the Surgeon General, and other leaders in the medical
field to demand that the training of medical professionals include
attention to the special needs of this population.

Additional recommendations are spelled out in this report, Mr.
Chairman. We on our part can contribute to public health through
our healthy athletes programs. We are not a health care organiza-
tion, but we see other organizations providing medical services
through vans in communities and cancer screenings and dermato-
logical screenings, these kinds of things, in nontraditional ways.
With support from organizations like the Lion’s Club and poten-
tially from Government sources, we could screen and offer health
screening services to 100,000 or 200,000 athletes a year.

Currently we are not able to do that. We now serve just over
20,000 in our most ambitious projections. We could serve signifi-
cantly more through the Special Olympics Athletes Program, if we
had help.

Senator STEVENS. Well now, you deal, or Special Olympics deals
with the fittest of the fit in this population.

Dr. SHRIVER. That is right.

Senator STEVENS. What about the balance of this population?
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Dr. SHRIVER. Well, that is the scandal. All the data you have
here is from the fittest of the fit. We are trying to do outreach in
Native communities and urban populations, and hard-to-reach
rural populations, to bring more people into a fitness and sports
movement, but until we focus more attention to these needs, we
will continue to see obesity, we will continue to see tobacco use, we
will see all the neglect issues, that come as a result of people living
in settings where no one has seemed to care, and where the med-
ical profession is not an active ally in promoting a healthy lifestyle.

Senator STEVENS. There have been no studies of the impact of
diet or substance abuse on people with mental retardation?

Dr. SHRIVER. We have some controlled studies of tobacco use in
institutionalized settings, but no community-based or population
studies that we are aware of document these issues across the
board. I am sure the Surgeon General can speak to these issues
much better than I can, but we were not able to find any.

Senator STEVENS. We will hear from Dr. Satcher on our next
panel, so thank you very much. Thank you, Cindy.

Ms. BENTLEY. You are welcome.

INTRODUCTION OF DR. SATCHER AND MS. SWENSON

Senator STEVENS. We appreciate it very much.

Dr. Satcher, the Surgeon General of the United States, accom-
panied by Sue Swenson, Commissioner of the Administration for
Developmental Disabilities. Thank you.

For the audience, Dr. David Satcher is the 16th Surgeon General
of the United States. He is only the second person in history to si-
multaneously serve as the Surgeon General and as the Assistant
Secretary for Health. Before becoming Surgeon General, Dr.
Satcher was the Director of the Centers for Disease Control and
Prevention and Administrator of the Agency for Toxic Substances
and Disease Registry. He was also the president of Meharry Med-
ical College in Nashville, Tennessee.

Dr. Satcher received his Bachelor of Science degree from More-
house College and his M.D. and Ph.D. from Case-Western Reserve
University.

Also, Ms. Swenson is introduced here. I will do it right now. Sue
Swenson is the Commissioner of the Administration for Develop-
mental Disabilities at the U.S. Department of Health and Human
Services. She served on the Senate Labor Subcommittee on Disabil-
ities as a Joseph P. Kennedy, Jr. Foundation Fellow, and holds an
M.B.A. from the University of Minnesota, as well as an M.A. and
a B.A. from the University of Chicago, and is the mother of three
sons. We welcome you, too.

Dr. Satcher, please proceed.

STATEMENT OF DAVID SATCHER, M.D., U.S. SURGEON GENERAL, U.S.
PUBLIC HEALTH SERVICE, DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Dr. SATCHER. Thank you, Senator Stevens. I am delighted to be
able to join you and members of the Special Olympic Committee,
Mrs. Shriver and members of the family and all these outstanding
athletes.
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Senator STEVENS. Pardon me, doctor. Can you all hear back
there? Pull it right up.

Dr. SATCHER. I will start over. I am very pleased to be here to
join you in this very important hearing, and to join all of those who
have worked so hard to make the Special Olympics possible, and
these outstanding athletes.

As you know, Senator Stevens, I have submitted testimony, so I
will just summarize briefly what I have said and respond to any
questions or comments.

Senator STEVENS. All of the statements submitted will be printed
in the record, and we are glad to have your additional comments.

Dr. SATCHER. I do want to say that in addition to my testimony
I have had the opportunity to spend the last 3 days here in Anchor-
age and on Friday, of course, went out to Emmonak to really see
some of our programs in the rural areas of Alaska, and that has
been quite eye-opening.

On Saturday I also had an opportunity to have lunch with Tim
and some of the mothers of children with mental retardation, and
to hear their concerns about medical care in this area, and that
also has been very helpful. I had a chance along with Dr. Steve
Corbin and others to visit the health screening units on Saturday
afternoon, including visual and oral screening, but also for the first
time, health promotion. So I have learned a lot since I have been
here. I do not come as an expert in this area, but I do come as one
who is very concerned about the quality of health and health care
that exists in our country for people with mental retardation, and
I hope that I can use my position as Surgeon General to make a
difference.

I must say, Mr. Chairman, as you know, as Surgeon General I
have produced at least three reports that have been different in
terms of their attention to areas of neglect. I released the first ever
Surgeon General’s Report on Mental Health in December 1999.
That report dealt extensively with the problems of and made major
recommendations with regard to mental health in our country.

The shortcoming of it, of course, was that we did not have quality
studies on mental health issues related to people with mental re-
tardation. By the same token, we released the first-ever report on
oral health, which included a major section dealing with disabilities
and responding to the needs of persons with disabilities. But again,
there was no examination of community-based population studies
for persons with mental retardation. So even though the report
dealt with disabilities, it did not target mental retardation.

By the same token, for the first time, Healthy People 2010 has
a full chapter dealing with disabilities, and several objectives that
we hope to achieve by the year 2010. Even though we deal with
disabilities, however, we did not have the studies to specifically tar-
get mental retardation. So we are looking for ways to be more in-
clusive over the next few years.

So these are the efforts that we have made in the short time we
have had. I do want to agree with Dr. Shriver, or Tim, in saying
that I think there is a major problem in terms of medical care, and
I think it does start with training and sensitivity to the issue of
the mentally retarded. We hear a lot from parents and persons
with mental retardation, themselves, about their experience in the
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health care system. I think we can do better than that, and I think
we will do better than that.

I also agree that there are major systems problems in terms of
access to care. In our report on oral health, we pointed out the
major problem with medicaid reimbursement for dental health
care, and that especially affects persons with disabilities.

Many dentists still complain that they virtually have to take
money out of their pocket in order to take care of persons, and yet,
as you know, the JL report pointed out the shortcomings in med-
icaid. So there are some major systems problems in terms of physi-
cians and other providers being able to provide the care that is
needed. We have to look at the system—we have to look at the
training.

I want to close with what I consider to be, I guess you would call
them recommendations. They are primarily our view of the way
things should be and the way things can be in this area for the fu-
ture. The first area is education and awareness. We believe that
there is a great need for not just the better education of health pro-
fessionals, but people in general regarding public awareness about
persons with mental retardation and their great potential.

I think the Special Olympics has contributed significantly to that
effort. But when we try to deal with health problems, if the general
population is not aware, just as we said in the mental health re-
port, then a stigma surrounds the problem and that certainly inter-
feres with the provision of care. So we believe that public aware-
ness and better education for professionals is an essential first step
in addressing the health needs of persons with mental retardation.

Second, we need population-based surveillance programs. Public
health begins and ends with surveillance. Screening programs are
great, and I think the screening programs here have been contrib-
uting a lot, but it is not population-based surveillance that would
really answer the kind of question that you raised about people in
the broad population. So hopefully, we can develop those kinds of
surveillance programs.

There are 10 leading health indicators in Healthy People 2010,
which I hope no one will miss. Five of those are lifestyle, physical
activity, overweight and obesity, reducing tobacco use, substance
abuse, and responsible sexual behavior. For the next 10 years we
are going to really be pushing the American people to reach the ob-
jectives in those areas. I believe that there are many people with
mental retardation who would benefit tremendously from an in-
creased focus on health promotion and disease prevention in our
country.

The second five leading indicators are health systems indicators,
starting with access. Again, there are major access problems in this
population. I believe that focusing on measurable objectives, in
terms of improving access to care, will help persons with mental re-
tardation.

Other leading indicators are mental health, environmental qual-
ity, injury and violence prevention, and immunization. So for the
first time in these three decades that we have been doing healthy
people, we now have 10 leading health indicators that we can fol-
low just as we follow leading economic indicators—not as often—
but hopefully at least yearly. And we believe that if we target these
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leading health indicators to persons with mental retardation, we
can get all of our systems in place with measurable outcomes in
these areas. I hope to be a part of that. I certainly believe that the
Office of the Surgeon General will be.

PREPARED STATEMENT

And I, like the Special Olympics player, pledge that we really
hope to win in this endeavor. But if we cannot win, we should be
very brave in our attempt. I believe that we can win, and we hope
to win.

[The statement follows:]

PREPARED STATEMENT OF DAVID SATCHER

Senator Stevens and Members of the Committee: I am Dr. David Satcher, U.S.
Surgeon General. I am pleased to appear before you today to discuss the need to
promote health for people with mental retardation and to go over the findings of
a privately funded literature review by Special Olympics, Inc. and Yale University
pertaining to the health needs of people with mental retardation. Thank you for this
opportunity.

I appreciate the work of the Special Olympics not only for promoting physical ac-
tivity among individuals with mental retardation but also for providing opportuni-
ties for them to develop their talent and performance and for highlighting their
unmet health care needs.

THE DATA ON PERSONS WITH MENTAL RETARDATION AND THE LIMITATIONS OF THAT
DATA

In the United States, we estimate that the prevalence of mental retardation
ranges from 2 to 7.5 million people. Using the 1994 National Health Interview
(NHIS) Disability Supplement, Phase I, to identify people with mental retardation
or developmental disabilities, researchers estimated mental retardation prevalence
of 3.4 percent for the 0-5 age group, 2.5 percent for the 6-18 age group, and .5 per-
cent for those 19 years of age and older.

Worldwide, there are 170 million people with mental retardation, according to
?Norld Health Organization estimates. That’s nearly 3 percent of the global popu-
ation.

In the last 40 years, we have witnessed dramatic change in sentiments regarding
those with mental retardation. Public policy and practice with regard to the edu-
cation and treatment of individuals with cognitive limitations began to change in
the 1960s and 1970s. Clinical and administrative practices began to reflect empir-
ical findings that learning and improvements in adaptive behavior were enhanced
by treatment in less restrictive community-based residential, training, and work en-
vironments as opposed to large, overcrowded, and understaffed institutions.

Since the late 1980’s the nation’s public health system has formally recognized the
health needs of people with disabilities and consequently, has developed programs
to address their specific health concerns, and has set goals to eliminate health dis-
parities relative to people without disabilities.

Today, mental retardation is diagnosed using three generally accepted criteria: an
1Q that is below 70-75; significant limitations existing in two or more adaptive
skills areas, such as communications, self-care, functional academics, and home liv-
ing; and presence of the condition before age 18. Other skills criteria include com-
munity use, self-direction, health and safety, leisure and work.

Our ability to fully assess the prevalence of mental retardation in the United
States is limited for several reasons:

—We lack a surveillance system that targets the health status and needs of peo-

ple with mental retardation. Existing survey-based public health surveillance in
the United States is inadequate for identifying people with mild cognitive limi-
tations.

—When we launched Healthy People 2010 last year, the nation’s health goals and
objectives for this decade, it marked the first time we had ever included a full
chapter on disabilities. However, due to the limitations in data, we were not
able to specifically address the health status, needs and access issues con-
fronting millions of Americans with mental retardation.

—We published the landmark Surgeon General’s Report on Mental Health in De-
cember 1999. While it offers a comprehensive view of mental health in the
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United States based on the best available science and an extensive discussion
of mental disorders and problems with stigma and access, it still lacks specific
information on persons with mental retardation because of the shortfalls in
data.

—Similarly, the Surgeon General’s Report on Oral Health provided a sweeping
discussion of the oral health needs in this country with a special focus on oral
health needs of persons with disabilities; nevertheless, the discussion of the
unique needs of persons with mental retardation was limited due to lack of
data.

—The Causes/Risk Factors for Mental Retardation

Mental retardation can be caused by any condition that impairs development of
the brain before birth, during birth or in the childhood years. Many causes are asso-
ciated with mental retardation.

It is important to accurately and consistently define mental retardation because
of its impact on the prevalence. The most widely used definition comes from the
American Association for Mental Retardation (AAMR), which defines mental retar-
dation as the onset of significant limitations in both general intellectual and adapt-
ive functioning during the developmental period, that is, 18 years and under. Al-
though not formally a part of the definition of mental retardation, the APA includes
mental retardation in the DSM-IV, classifying it as a mental disorder.

Despite the importance of consistency, mental retardation is not always defined
the same way across research studies or service agencies, even within the same
state. Some definitions rely solely on IQ scores, others only use adaptive behaviors,
while others use a combination of both. Many studies are based on broad categoriza-
tions of severity, using labels such as mild, moderate, severe and profound, assign-
ing a corresponding IQ range to each term (mild = 50-55 to 70, moderate = 34—40
to 50-55, severe = 20-25 to 35-40 and profound <20-25.)

The most well-documented approach involves two classifications: cultural/familial
and biologic/organic, based on the prevalence or absence of a known organic etiology.
Cultural/familial refers to individuals with I1Qs of 50-70, who do not have any iden-
tifiable physiological deficit. They cognitively develop at a slower rate and do not
reach the same cognitive levels as the general population.

Those in the organic group have an identifiable physiological deficit and typically
have 1Qs lower than 50, although sometimes individuals with higher IQs in the 50—
70 range can be included in this group. It would also include genetic causes such
as Down Syndrome.

THE RANGE OF HEALTH PROBLEMS/DISEASES AND CONDITIONS AFFECTING PEOPLE WITH
MENTAL RETARDATION

The health issues for individuals with mental retardation are similar to the
health issues for many people with disabling conditions, namely, physical activity,
nutrition, access to health care, clinical preventive services, oral health, mental
health, and family care giving.

While population based data are unavailable, research using samples of conven-
ience have demonstrated that people with mental retardation are at increased risk
for obesity, cardiovascular disease, osteoporosis, seizures, mental illness and behav-
ior disorders, hearing and vision problems, and poor conditioning and fitness. Cohort
and group effects, such as those related to institutional experience and residential
status, are generally poorly controlled.

In 1991, heart disease was the leading cause of death for people with severe men-
tal retardation.

Overweight and obesity levels in this country have reached epidemic proportions.
However, people with mental retardation have been reported to be at a much higher
risk for obesity than their peers without retardation. In some studies, up to 46 per-
cent of individuals with mild mental retardation were obese. There are genetic
causes of mental retardation that are associated with obesity, such as Down Syn-
drome and Prader-Willi Syndrome.

The type of living arrangement was strongly linked to obesity. Higher percentages
of obesity were noted among people in community residential environments. Espe-
cially troubling was the finding that 55.3 percent of individuals with mild cognitive
limitations residing with their natural families were found to be obese.

These studies also revealed a strong link between obesity and coronary heart dis-
ease, cancer, social stigma, and discrimination.

Significantly lower bone mineral density has been reported for a group of people
with moderate to mild mental retardation with a mean age of 35 years when com-
pared with age-matched controls.
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THE UNIQUE IMPACT OF HEALTH PROBLEMS/DISEASES AND CONDITIONS AFFECTING
PEOPLE WITH MENTAL RETARDATION

People with mental retardation face unique health problems resulting in lower life
expectancies and lower quality of life.

Life expectancy of people with mental retardation has increased to the extent that
younger adults with mental retardation are expected to demonstrate little disparity
in longevity; however, for older adults, disparities continue to exist. Specific sub-
populations, people with Down syndrome for example, are at increased risk for pre-
mature mortality.

A number of studies demonstrate that adults with mental retardation compare
unfavorably with their peers without mental retardation in terms of activity, fitness
levels, and obesity, resulting in increased risk for disease and poor quality of life,
reduced cardiovascular fitness, higher cholesterol levels, reduced muscular strength
and endurance, and cardiovascular disease.

As more people with mild cognitive limitations are living in unsupervised environ-
ments or are under the occasional care of family members, service coordinators,
friends, or other benefactors, there is little opportunity for organized fitness activi-
ties specifically targeted at this population.

PEOPLE WITH MENTAL RETARDATION SUFFER DISPROPORTIONATELY FROM LACK OF
ACCESS TO APPROPRIATE HEALTH CARE

Health promotion, disease prevention, early detection and universal access to care
are the cornerstones of a balanced community health system. Yet, in each of these
areas, individuals with mental retardation face barriers.

Research has demonstrated that many primary care providers are unprepared or
otherwise are reluctant to provide routine and emergency medical and dental care
to people with mental retardation. Many providers refuse to serve, or limit the num-
ber of people served under the Medicaid program, a source of coverage for many
people with mental retardation. Dental care for adults is a particularly difficult mat-
ter in that, by and large, Medicaid does not cover adult dental care.

For example, many health professionals have little exposure to individuals with
mental retardation and, as a result, are sometimes uncomfortable treating them.
That is tragic, considering that people with mental retardation have been reported
to be at higher risk for behavioral and emotional difficulties than the general popu-
lation, with prevalence ranging from 20—40 percent.

In addition, the medical and dental care of those individuals in community-based
residences is no longer obtained from a centralized institutional staff but from pri-
mary care providers in the community. Increases in the use of community-based pri-
mary health care has not been without difficulty and the decentralization of services
has brought with it the need for increased personal responsibility in terms of self-
advocacy, self-determination and, in many cases, increased care giving responsibil-
ities by families, often life-long care-giving responsibilities. Care-giving responsi-
bility by families become increasingly difficult as the parents become aged or
infirmed.

Special Olympics International (SOI) is to be commended for expanding its “Spe-
cial Smiles” Program into its new Healthy Athletes Initiative. The Health Athletes
Initiative works to improve the overall health of each Special Olympics athlete.
Through this initiative SOI is increasing public awareness of the health needs of
people with mental retardation, increasing their access to care, and training profes-
sionals to care for people with special needs.

The Special Smiles program, initiated in 1993, includes a non-invasive oral exam,
brushing and flossing instructions, mouthguard fabrication (at selected sites), provi-
sion of oral hygiene products, including toothbrush, toothpaste, and floss, and edu-
cational materials. Participating athletes benefit from a referral program designed
to link people with special needs with dental professionals who are experienced in
providing dental care to patients with mental retardation. Since 1993, over 53,000
athletes have been screened during Special Olympic State Games in 36 States and
2 international sites.

Finally, we must point out that few formal connections exist between public
health ag